The conclusion reached is that mentally competent, elderly patients but not their relatives should be routinely consulted about their own desire for CPR in order to avoid resuscitating patients against their wishes. Further research is required to find out how patients wouldfeel about resuscitation if they were terminally ill or chronically confused, and how carers wouldfeel about resuscitating such patients.
Introduction
CPR was introduced 30 years ago to 'resuscitate the victim of an acute insult' (1) . Since then the scope of CPR has widened so that any patient who suffers a cardiac arrest in hospital is a potential candidate for CPR. It is now accepted that CPR is an inappropriate intervention for certain patients, for example, those with terminal malignancy. This has led to the development of 'Not for CPR' orders. In most hospitals the consultant is ultimately responsible for deciding whether or not a patient should be resuscitated.
In 1991, a relative complained to the Health Service Commissioner that a 'Not for CPR' decision had been documented in his elderly mother's Key words Cardiopulmonary resuscitation; CPR; elderly. medical notes without first consulting him. His mother was eventually discharged home. This case was brought to the attention of the Chief Medical Officer who wrote to all doctors emphasising that the consultant's CPR policy should be understood by all his staff (2) . In March 1993, the British Medical Association and the Royal College of Nursing published guidelines on resuscitation (3) . The consultant's role in making the final CPR decision was emphasised, but it was suggested that in certain circumstances it might be appropriate to discuss CPR with patients and relatives. Since then, there has continued to be much discussion in the literature about whether elderly patients should be involved in deciding upon their own CPR status (4) (5) (6) . No research to date has systematically studied relatives' views on CPR, although some authors have suggested that relatives should be involved in CPR decision-making (7, 8) . The purpose of this study was to find out whether elderly patients and their relatives were aware of the CPR procedure, whether or not they wished to be consulted about CPR, and whether or not they would desire CPR in the event of a cardiac arrest.
Methods
All inpatients under the care of five consultant geriatricians at Arrowe Park Hospital were assessed just prior to their discharge over a period of forty-five consecutive days. Patients who died were therefore not included in the study. Patients were sent a letter one day before the planned assessment, asking if they would participate in the survey. If they were willing, personal details (age, sex, living circumstances and level of independence) were collected, and the doctor's decision regarding CPR was recorded. A patient's level of dependence was classified as follows: a) fully independent in all aspects of activities of daily living (ADL), b) Some help with ADL, c) dependent on others in most aspects of ADL. Patients with an abbreviated mental test score (9) figure 3 ('You' refers to the patient). Thirty-five per cent of patients positively desired routine consultation about CPR, which is significantly higher than the number of relatives positively desiring consultation. Chi squared 7-65, DF 1, p<0 01. Two-fifths of relatives, ie 39 per cent, did not desire consultation with doctors, whereas only 14 per cent of patients did not desire consultation.
The patients' response to the question: Would you like your relative to be consulted? is shown in figure 4 . Forty-five per cent of patients wanted their relatives to be consulted, which is significantly higher than the number of relatives desiring consultation. Chi squared 5 90, p<0 05. However, nearly a quarter of patients (23 per cent) did not want their relative consulted.
The response to the question: If you were consulted, would you like CPR performed on you? is shown in figure 5 . Those patients and relatives in table 3 who did 'not desire consultation' were not asked this question. There was no significant difference between the patients' and relatives' desire figure 6 . Sixtyfour per cent of patients wanted the doctor to make the final CPR decision. Thirty-seven relatives (86 per cent) wanted the doctor to make the final decision, which is significantly higher than the number of patients who wanted the doctor to decide. Chi squared 5.97, p<0 05.
The characteristics of those refusing CPR and those desiring CPR is shown in figure 7 . There was no significant difference in age, sex and level of dependence between those patients desiring CPR and those refusing CPR.
Discussion
Most of those questioned were interested in the contents of the survey. There was no evidence after close observation by the nursing staff that any patient suffered adverse psychological sequelae as a result of discussing CPR. This confirms the findings of a large study of patients attending hospital for outpatient surgery (10) . However, previous studies have shown that discussing CPR with other groups of patients, such as those who are terminally ill, may cause considerable distress (11) .
Eighty per cent of patients and relatives had heard of CPR. This is higher than the percentage aware in a study in 1986 (12) . The difference is possibly accounted for by the advent of new television drama series, which are the main source of information about CPR. Patients and relatives overestimate the effectiveness of CPR. The majority think that CPR is 'mostly successful'. This confirms the findings of previous studies (13) . The reported success rate of CPR in the elderly ranges from 3-4 per cent (14) to 15 per cent (15, 16) , and is lower in patients with multisystem disease. Bedell studied the outcome of CPR in almost 300 cardiac arrests in Boston (17) . Overall, 14 per cent of patients survived until discharge, but no patient with acute stroke, sepsis or pneumonia survived. This raises the interesting question about whether the effectiveness of CPR in television drama is artificially high, or whether television drama is misinterpreted by patients and relatives.
Should patients be routinely consulted about their own desire for CPR? Arguments from this study in favour of routine consultation are as follows: Firstly, 35 per cent of patients positively desired routine consultation with doctors, and an additional 51 per cent were willing to be routinely consulted about CPR. Similar results were obtained by Gunasekera (12) . Secondly, there was a significant proportion of patients who declined CPR. This group of patients did not differ significantly in age, sex or level of dependence. Therefore, the only reliable way to identify patients who do not desire CPR is to ask all patients their opinion about CPR. If this were done routinely, it would avoid resuscitating patients against their will. Reasons for declining CPR included the following: 'When my time's come, it's come'; 'God should decide'; 'I just want to go quietly' and 'I've had my threescore years and ten'.
Are there any problems with this approach? Firstly, it is difficult to know when the most appropriate time would be to consult patients. In this survey the patients were questioned just before discharge to avoid the potential problem that the patient's CPR (20) . This may reflect the predominantly Roman Catholic religion of the patients in the survey, or the fact that the author's description of CPR emphasised the possible need for ventilation and intensive care following effective resuscitation. The influence of religion on CPR preferences is unclear, with one study showing that Catholics were more likely to want resuscitation (13) .
Doctors had decided to resuscitate 99 per cent of patients in this survey. In our hospital an 'opt out' CPR policy exists, so that a patient is 'for CPR' unless otherwise stated in the case notes. It is therefore possible that some patients unsuitable for CPR would have been resuscitated by default. Some hospitals operate an 'opt in' CPR policy which means that some patients may be inappropriately denied CPR (21) . This emphasises the need for a clearly documented Figure 5 Patients', relatives' and doctors' desire for CPR Finally, this study emphasises that despite the thrust of current medical practice to save life, a significant proportion of elderly patients want to end their lives naturally. Further studies are required to find out whether elderly patients want intensive treatment for other life-threatening conditions such as cancer, or whether they would prefer to 'let nature take its course'.
Appendix DESCRIPTION OF CPR GIVEN TO PATIENTS AND RELATIVES
On admission to hospital a full medical assessment of each patient is made. Doctors decide which treatment is appropriate for each patient. Doctors also decide whether or not to resuscitate a patient if he or she has a cardiac arrest. A cardiac arrest means that a patient's heart and lungs suddenly stop working and the patient collapses and becomes unconscious. 'Resuscitation' involves doctors and nurses pumping on a patient's chest, putting him or her on a drip, and if necessary on a breathing machine. A small electric shock applied across the chest may also be needed. ' The aim is to restart the heart and lungs and revive the patient. The purpose of this questionnaire is to find out how you and your family feel about this resuscitation procedure. It will provide doctors with useful information that will improve patient care in the future.
This questionnaire is confidential and anonymous. It does not imply that you will have a cardiac arrest. It will not in any way affect your treatment now or in the future.
